
the presence of a third person, and whenever pos-
sible, with the co-operation of a trusted assistant.
In cases where an abdominal tumor has been
present it is well to demonstrate to the patient's
husband or relative the fact that the tumor disap-
pears under ether, and bimanual examination
proves the womb to be empty. If the supposed
condition of pregnancy has become known, the
patient may be greatly mortified to have the true
condition announced. The physician can act the
part of a friend to these patients by protecting
them from gossip, and he should absolutely avoid
statements of any kind regarding the case. It is
a mistake to allow patients having false pregnancy
to go with an examination and without treatment.
The source of nervous irritation giving rise to
the supposed pregnancy should be removed, the
nutrition of the patient stimulated as vigorously
as possible, and her general condition brought as

nearly to the normal as the circumstances per-
mit. The examination may reveal some pelvic
disease, which must be dealt with by operative or
other treatment. Rest in bed, massage, electrical
treatment and a selected diet are indicated.

(To be continued.)

Reports of Societies.

AMERICAN MEDICAL ASSOCIATION.
Proceedings of the Fifty-second Annual Meet-

ing, Held at St. Paul, Minn., June 4-7, 1901.

Section on Practice of Medicine.
(Concluded from No. 3, p. 74.)

THIRD DAY.

COUGHING A MEANS OF DISSEMINATING TUBERCLE
BACILLI ; A STUDY OF FIFTY CASES.

Dr. L. Napoleon Boston of Philadelphia read
this paper. The conditions which prompted him
to investigate as to the degree with which tubercle
bacilli were disseminated by coughing were: (1)
That from the mouth of an inmate of the Phila-
delphia Hospital he noticed that fine droplets of
sputum were ejected with each act of coughing,
and (2) that coughing was often excited by eat-
ing. He thought that this was a potent factor in
the dissemination of tuberculosis, and possibly
explained why patients in the early stages of
tuberculosis did badly in this institution, where
every possible attention was given to ventilation,
light, and the disinfection of sputa. The spray
was collected by a mask, the essential features of
which were that it was made from German silver
wire, one piece of which was moulded to fit the
face, resting on the nose, cheeks and chin. To
prevent irritation it was covered with rubber tub-
ing. Suspended from this wire was a second ob-
long portion provided with two lateral grooves,
which served to accommodate two microscopic
slides. When the mask was in position the slides
were held directly in front of the mouth and nose,

at a point three inches distant from the lips. The
piece is held in position by an elastic band. The
patients were allowed to wear the mask with clean
slides from one to one and a half hours, and only
during the day, when they coughed less; they
were instructed to remove it during a paroxysm
of coughing. Of the 50 specimens obtained from
50 patients, 38 were found to contain tubercle
bacilli in variable numbers, 4 to 6 being the
smallest found in any specimen. Of the 12 nega-
tive cases explanations were given. In 3 of these
the patients were very weak, and did not talk
while wearing the mask. It was shown that the
secretions of the mouth and respiratory tract
are atomized and given off in the form of spray,
in both health and disease, and that this spray
contains bacteria and other cellular elements
known to be common to such secretions ; and
therefore it was reasonable to suppose that many
other diseases were conveyed by this medium, and
that the work accomplished through the study of
consumptives is but a step in a direction which
bids fair to modify the hygiene of infection. Con-
ditions affecting these organs, and consequentlytheir secretions, must of necessity be spread in this
way ; especially was this true of diphtheria, ton-
sillitis, and possibly smallpox, measles, scarlet
fever, whooping cough, mumps, etc. Droplets
alighting on clothing must serve as a favorable
means to convey the disease from house to house ;
and that men may become infected by the spray
projected by horses, cows, etc., and other domes-
tic animals suffering from glanders, tuberculosis,
and similar affections, appears to be highly
probable.
genito-urinary examination by the general

practitioner; with demonstrations on pa-
tient.

Dr. Feed C. Valentine of New York pre-
sented this paper, and made practical demonstra-
tions upon patients before a large and interested
audience. It was his desire (1) that all genito-
urinary examinations should be painless; (2) the
operator should conduct no examinations unless
his arms are bared to above the elbows, and his
clothing protected by a gown and apron; (3)
during every genito-urinary examination the phy-sician should protect his eyes with spectacles
(not eye-glasses), even if he has no visual defect;
(4) ideal examinations are made in the morning,before the patient has passed his urine; (5) the
amount and character of a urethral discharge can
be estimated only by correct technique in ex-

pressing the urethral contents; (6) the color of the
urethral discharge changes when it dries upon
the patient's garments ; ( 7 ) the meatus should be
cleaned before passing urine for examination; (8)the manner of urinating is often pathognomonic ;
(9) the epithelium found in the urine is indicative
of the locality of the lesion ; (10) examination of
the urethral adnexa is a necessary part of the
steps for complete diagnosis ; (11) no instrumen-
tal ingression of the urethra should be attempted
without most thorough efforts at rendering it
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aseptic; (12) the technique of striving at ure-
thral asepsis is neither complicated nor difficult ;
(13) the soft bougie-á-boule is the only instrument
that can be used for tactile exploration of the
urethra; it is a purely diagnostic instrument ; the
rigid sound is wholly a therapeutic instrument;
(14) urethroscopy with a modern instrument is
not difficult ; (15) the general practitioner is per-
fectly competent to examine the vast majority
of genito-urinary cases; (16) such examinations
only exceptionally require extraordinary skill or
a large armamentarium; (17) the pathology of
genito-urinary diseases in nowise differs from that
of other affections.

CLINICAL OBSERVATIONS IN PERICARDITIS.

Dr. Frank Billings of Chicago stated that
pericarditis is essentially a secondary process oc-

curring in the course of some general infection.
The local manifestations may be so slight as to
escape observation, and the general symptoms
to which the local disease may give rise may be
obscured by the constitutional disturbance of the
primary general infections. Therefore it often
happens that the diagnosis of pericarditis is more
often made at autopsy than clinically. The his-
tories of several cases were given which illus-
trated pericarditis of several varieties, etiologically
considered, which presented clinically, as far as
the heart and pericardium were~concerned, prac-
tically the same signs and symptoms. The cases
further illustrated the importance of the three
cardinal signs of pericarditis; namely, the pericar-dial friction rub, the form or outline of the pre-
cordial dulness, and the position of the apex beat,
especially in relation to the left border of pre-
cordial dulness. The pericardial friction rub is
doubtless present in every case of pericarditis in
some period of its course. It is practically the
sole local sign in plastic pericarditis. It may
not be recognized in pericarditis with effusion,
although it is probably present in every case at
an early stage of the disease, and in cases of re-

covery after the disappearance of the effusion ; it
may be present, too, during the stage of effusion.
The form of this outline of dulness in pericar-
dial effusion is also characteristic. The pear-
shaped outline with the base downward ; the
dulness, even in the early stage of effusion, in
the fifth right interspace, close to the sternum,
obliterating the resonant angle formed by the
lung, heart and liver; the dulness over the ster-
num extending to or above the second rib, to-
gether with the outline of the left border dulness,
are easily recognized and are almost pathogno-
monic. It is also true that a greatly enlarged
heart, with all the chambers diluted from myo-
carditis and a weak diffusible apex beat, may
present an outline of dulness which so nearly
resembles that of pericarditis with effusion that
it may be impossible to differentiate, without
puncture, between them.

The location of the apex beat in pericarditis
with effusion is characteristic. When it is per-
ceptible it will always be found that the left border

of dulness is relatively far removed from it as
in no other cardiac disease. In large effusions
it is likely to be obscured, and at other times the
right ventricle may strike the chest wall in the
region of the nipple, or undulatory waves may be
seen as the only evidence of the heart beat against
the chest wall. However, it matters not how the
apex beat or the impulse of some other part of
the heart against the chest wall be ascertained, it
will be found that the point of contact of the
heart against the chest wall is always relatively
far removed from the left border of precordial
dulness as compared with the relations of the
apex beat to the left border dulness in all other
conditions. The relatively rapid respiration and
dyspnea, the signs of compression of the left
lung evinced by the left subscapular dulness and
bronchial breathing, the rapid heart action, the
pulsus paradoxus and the asymmetry in size of
the pulse of the radiais, the irregular type of tem-
perature, the paralysis of the left recurrent laryn-
geal nerve, the unequal pupils, the disturbed mental
state of the patient, and still other phenomena, are

signs and symptoms not so characteristic as the
three cardinal signs first named, but are important
and significant when present. Pericarditis is an

easily recognized condition. Frequent careful
systematic examination of the prccordium should
be made in all infectious diseases, and if this is
done by the clinician, pericarditis will not escape
him.
PATHOLOGY AND PATIIOGENESIS OF PERICARDITIS.

Dr. Jos. McKaiil.wd of Philadelphia read this
paper. He said that it is more frequent in men than
in women, since probably they were more exposed
to its causes. Concerning the relative frequency,
authors vary. It is customary to divide the cases
into those which are primary, or idiopathic, and
those which are secondary, or metastatic. Trau-
matism as a cause of pericarditis is of importance
only as it affords an avenue of entrance for micro-
organisms, or produces conditions favorable to
their colonization in the tissues. Lymphogenous
metastasis may occur in many of the local affec-
tions in which no actual traumatic lesions existed.
In this manner disease of the mediastinum, pleura,
etc., may occasion pericarditis. Hematogenous
metastasis is seen in nearly all of the infectious
diseases, but especially in rheumatism, pyemia,
septicemia, pneumonia, chorea, scarlatina, etc.
There is no specific micro-organism of pericar-
ditis. Breitling collected 324 cases of pericarditis
among the autopsies of the Berlin Charité between
the years 1866 and 1876, and found them dis-
tributed as follows: Pericarditis serofibrinosa,
IOS; pericarditis heniorrhagica, 30; pericarditis
purulenta, 24; pericarditis tuberculosa dentero-
pathia, 24 ; pericarditis tuberculosa idiopathica,
2 ; pericarditis adhesiva partialis, 111 ; pericar-
ditis adhesiva totalis, 23 ; pericarditis ossifi-
cans, 2. It is an error to think of these names
as referring to distinct forms of the disease ; they
are for the most part stages of the same process.
In 39 eases studied by Louis the exudates were

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at NYU WASHINGTON SQUARE CAMPUS on June 27, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



serous, 9 ; purulent, 7 ; serosanguinolent, 10 ; sero-

purulent, 13.
The effect of pericarditis upon the heart is of

great importance ; no considerable disease of the
epicardium is possible without involvement of the
heart. The superficial layers of muscular fibres
usually show cloudy swelling, later hyaline or fatty
degeneration. In cases with purulent exúdate the
pus may also gradually work its way between the
muscular bundles. The changes that thus take
place during the height of the disease predispose
to acute dilation of the heart, and a fatal termina-
tion of the disease may thus be brought about. If
this does not occur, and if the patient recovers
from the pericarditis, the regenerative cicatricial
processes that go on lead to fibroid interstitial
changes in the wall of the heart.

THE GENERAL ETIOLOGY OF PERICARDITIS.

Robert B. Pebble of Chicago read a paper
with this title, from which he made the following
conclusions : ( 1 ) Cases of acute pericarditis
clinically primary occur, but are rare. (2) Dis-
eases to which pericarditis appears as a compli-cation are in order of their frequency : pneumonia,
34%; rheumatism, 23.36% ; chronic diffuse neph-
ritis, 11.2% ; tuberculosis, 10% ; sepsis, 4.7% ;
aneurism, 2.6% ; typhoid, 1.7%. (3) The more
extensive a pneumonia, the greater the danger of
this complication. (4) The danger is somewhat
greater with left than with right side pneu-
monia. (5) Where only one lobe is involved,
the danger is least with a right upper lobed
pneumonia and greatest with a right middle or
left upper lobed pneumonia. (6) With a uni-
lobar pneumonia the chances of a pericarditis
are 1 in 40 ; with a bilobar or trilobar, 1 in 10 ;
with a quadrilobar, 1 in 5, and with a pneumonia
of the entire left lung, 1 in 8. (7) The mor-

tality of pneumonia with pericarditis is 92.4%.
(8) Rheumatic pericarditis is complicated byendocarditis in 60 % of the cases ; that is, three to
four times the normal rate of cases of endocar-
ditis. (9) The danger of pericarditis compli-
cating rheumatism is the greater the younger the
individual, and is somewhat greater with males
than with females. (10) So far as acute peri-carditis is concerned, the site and extent of the
endocarditis is apparently of no importance. (11)
Pericarditis appears as a complication of all forms
of nephritis, but particularly the chronic diffuse
nephritis with contraction. (12) It is an ex-

tremely ominous thing, for 22
—

that is, 84.6% of
the cases—died. (13) It is still uncertain whether
the pericarditis is toxic or infectious. (14)
Tuberculosis excites only one-tenth of the cases;
and when one considers the extreme frequency of
tuberculosis, pericarditis must be regarded as a
rare complication. (15) Pericarditis may be a

part of a generalized acute tuberculosis, but is
more often the result of a chronic tuberculosis
of the lungs or mediastinal glands. (16) Sep-
ticemia and pyemia contribute a very considerable
number of cases of pericarditis ; the primary
focus may be remote or close to the pericardium.

(17) Aneurism of the aorta causes 2.6% of all
the cases, a very high figure when one recalls
the comparative infrequency of aneurism, (lb)
Typhoid fever, which is rarely complicated by in-
flammation of the serous membranes, other than
the peritoneum, contributed4 cases, which is 1.7%.
(19) The cases of obliteration of the pericar-dium are due to the following causes, arranged in
order of importance : endocarditis, tuberculosis,
chronic nephritis, aneurism. (20) More than
one-half of the cases in which the cause was clear
were due to endocarditis, or rather to some cause
common to both the endo- and the pericarditis,
and more than one-half of these cases showed a
combined aortic and mitral endocarditis. (21)
Relatively six times as many cases of oblitera-
tion of the pericardium occur with aortic and
mitral endocarditis as with either lesion single.
(22) Tuberculosis causes but few cases of oblit-
erative pericarditis. (23) Pericarditis accom-

panying nephritis is not always fatal, but may
apparently end in the formation of adhesions.

adherent pericardium.

Robert II. Babcock of Chicago spoke on this
subject. He stated that adherent pericardium
was encountered in two forms (1) in which ad-
hesions between the two layers of the sac, but not
of the pericardium to the surrounding parts, peri-
carditis interna ; and (2) the pericardium adher-
ent to the epicardium, and also to the neighboring
structures, pericarditis interna et externa. He
then considered the effects on the heart and gen-
eral circulation, with special consideration of its
effect on the liver, leading to the so-called pseudo-
atrophic cirrhoses of the liver. Diagnosis in the
first form mentioned was usually very difficult and
often impossible. He then made a cursory enu-
meration of signs. If the adhesions are limited
to the two layers of the sac, and if they are unas-
sociated with valvular disease, the result may be
only hypertrophy of the heart, and the circulation
will be carried on adequately, and no subjective
symptoms are produced. If pericarditis leads to
adhesions while the heart is in dilation from endo-
carditis, then the heart is prevented from ulti-
mately returning to its previous size, and the
symptoms are likely to occur ; namely, those due to
stasis. In the second form mentioned the diag-
nosis was often easy, in consequence of the signs
resulting from the pulling of the adhesions upon
the surrounding soft parts.

tuberculous pericarditis.

C. F. McGahan of Aiken, S. C, read this paper
in which he stated that this disease was much
more prevalent than had heretofore been gener-
ally accepted. He believed that a great many
cases of obscure heart troubles occurring in the
enemic when we could find no valvular disease
without marked symptoms of pericarditis, but
wThere we have certain masked symptoms of the
disease, is due to tubercular pericarditis. The
patient commences to lose weight and assumes a
cachectic appearance. This condition usually pro-
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gresses insidiously, and he believed the tubercu-
losis was communicated to the pericardium through
the lymphatics, arterial and venous systems, and
from all sources that tend to cause tubercular
troubles in the peritoneum. The symptoms of
tubercular pericarditis are those that we would
get from enlarged heart and from an adherent
heart, together with the general symptoms of ma-
laise and more disturbance of the general system
than would be found in a simple pericarditis, or
that secondary to rheumatism or one of the ex-
anthematous diseases.
CARDIAC LESIONS AS OBSERVED IN THE NEGRO ;

WITH SPECIAL REFERENCE TO PERICARDITIS.

Frank A. Jones of Memphis, Tenn., read this
paper, in which he made the following recapitula-
tion : (1) Aortic régurgitation in the negro was
the most frequent and most dangerous of all val-
vular lesions ; (2 ) the next most frequent

—

aortic
stenosis; (3) the next, mitral régurgitation; (4)
mitral stenosis had not been diagnosed in the
cases he reported from the physical signs and
symptoms; (5) tuberculosis and syphilis acted
both as exciting and predisposing causes in the
production of muscular and valvular lesions ; (6)
syphilitic history in mitral régurgitation was more

frequently found than that of rheumatic; (7) the
murmur of aortic régurgitation was most fre-
quently musical.
SOME POINTS IN THE TREATMENT OF PERICARDITIS.

Dr. Frank Parsons Norbury^ of Jacksonville,
111., said that it behooved us in treatment of rheu-
matism, acute infectious fevers and septic processes
to keep ever in mind the possibility of pericardi-
tis as an aftermath, and govern ourselves accord-
ingly by insisting upon absolute rest and quiet
until this danger is past. Each case must be
treated upon its individual merits. There must
be enforced rest and quiet surroundings ; this is
important, because it "curbs the symptoms and
places the patient under the most favorable con-
dition for speedy recovery." Milk is the most
suitable diet. It should be given in small quan-
tities every two or three hours. It is well to
remember that nearly all cases of rheumatic peri-
carditis get well if we will let them alone ; keep
them at rest and carefully meet indications as they
arise. For the relief of pain a blister over the
pericardium will be sufficient, or if it continues,
cold applications, cold cloths or an ice-bag, used
as needed. When other means fail morphine
should be given, guarding it with proper cardiac
support. For the restlessness he preferred bro-
mide of soda given usually during the day,
commencing about noon ; again at four or six in
the afternoon and at bedtime. For the sleep he
used trional. If combined with sulphonal its
effects are prolonged. For the cardiac distress
strychnine may be given, or, if necessary, digitalis
with strophanthus. To properly care for the effu-
sion is one of the prime essentials of treatment.
If moderate, unless septic, it will be absorbed, and
even if large, the chances are that with cautious

use of diuretics and purgatives it will disappear.The indications for surgical interference are, ac-

cording to Osier : " dyspnea, small, rapid pulse,
dusky, anxious countenance," and we will add the
physical signs of extensive effusion. The aspira-
tor was recommended.

Joint Session, Practice of Medicine—Hy-
giene and Sanitary Science.

fourth day.

Dr. T. J. Happell of Trenton, Tenn., read a
paper entitled

FURTHER REPORT ON PSEUDO, OR MODIFIED,
SMALLPOX.

He said that at the Atlantic City meeting of the
association last year he reported to the section
his experience with 300 cases of pseudo, or modi-
fied, smallpox, which was made from a bed-
side study of the cases in all stages of the disease.
This paper dwelt with some of the anomalies met
with in 400 cases recently coming under his obser-
vation. In many cases the disease was noncom-
niuiiicable. That many vaccinated persons had
contracted the disease, whilst many who had not
been vaccinated escaped, was a point made byhim. He took up the diagnostic points between
the disease, or epidemic, that occurred in Gibson
County, Tenn., and the variola vera of the writer's
prior to 1895. He asked whether it could be
classed as variola vera, or was it a hybrid ?

The following differential points were presented :
In-the modified form there did not appear to be
any prevailing types of the disease ; they had the
same general character, differing in degree only.The incubation was from 14 to 18 days. In small-
pox the varieties were varioloid, discrete, hemor-
rhagic and confluent, and the incubation period
was from 14 to 21 days.

Symptoms.—From the first to the third day:In the modified form at the onset the patient
complained of cold ; felt as though an attack of
grippe or tonsilitis was coming on. Temperature
102°-105c>; little or no vomiting ; pulse full and
rapid ; little or no prostration ; no delirium ; no
convulsions in the young. In a few cases there
may be sleeplessness. In smallpox the onset is
sudden, violent chill, persistent vomiting, agoniz-
ing pain in back and head, shooting pains in the
limbs. Temperature 103°-104° ; pulse full, strong
aud rapid ; prostration great from the onset ; eyes
injected; sleeplessness, delirium and convulsions
in the young.

Third day : In modified smallpox no coarse red
spots appear. In smallpox coarse red spots ap-
pear on the lips and forehead. With appearance
of these spots the temperature falls to the normal
and the patient is comfortable.

Fourth day : In the modified form an eruption
appears, the character of which is generally that of
an acne. In some instances the shot-like papules
appear, but rarely. Temperature falls to the normal
and the patient almost invariably gets up, if he has
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gone to bed, and says he is well. The eruption
first appears on the face. In men about the fore-
head, cheek and chin ; in women and children
irregularly about the face. There is usually a
sore throat. In smallpox the small red spots ap-
pear on the forehead at the juncture of the hair,
followed by their appearance on the extremities.
Papules follow the red spots. They have a shot-
like feel.

Fifth day : In the modified form the acne-like
eruption and papules develop into vesicles which
assume an opalescence at once. These vesicles
are unicellular and are not umbilicated. The
serum which exudes at their apices dries and
turns brown, which in some cases gives them the
appearance of umbilication. There is no pucker-
ing of the vesicle at its border. The temperature
is generally normal, unless it rises from abscess
formation or other causes. The vesicle may dry
up and the disease may be said to have aborted.
A rapid recovery follows. In smallpox papules
appear on the wrists and forehead.

Smallpox. Chickenpox.

Age.Incubation.
Invasion ...

Surfaces attacked.
Character or the eruption.
Histology.
Temperature.

Contour of the eruption.
Sensation.
Duration, including period of in-

vasion and desquamation.Vaccination.
Fitting.
Complications
Mortality.
Resolution.

Any age.Two weeks.
Marked headache, backache, fever, general ma-

laise, lasting three to four days.
Worse on the exposed parts

—

extremities. In-
variably on the palms.

Progressive; papules, vesicles, pustules, crusts.

Lesion includes the lower layers of the derma.
Hard to rupture. Multilocular.

Remains high (103°-105°) till eruption appears.
Then drops and does not rise again for a
week, and not then in the milder discrete
forms.

Quite uniform in size. Has a reddened area at
base. Frequently umbilicated.

Painful to the touch ; may itch.
Two to four weeks.

Protects.
When confluent on face; will occasionally mark

in the discrete form.
Generally none.
High in severe confluent and hemorrhagio

types.lîy'erisis.

Childhood.
Thirteen to seventeen days.
Is none, or at most only slight indisposition.
Worse on the covered portions— thorax. Rare-

ly or never seen on the palms or soles.
Papules and crusts.

Lesion very superficial. Easy to rupture. Uni-
locular.

Rises with thcseverity of the attack.

Not uniform. Also inflamed area about the
vesicle, but less marked.

Not painful to touch.
One week to fourteen days.
Does not protect.
Seldom unless infected.

None.
Nil.

By lysis.

Sixth to the ninth day: In the modified form
the vesicles become filled with an opaque lymph-
oid fluid ; in some cases with brown nuclei in
the centre, which gives them an umbilicated ap-
pearance. This vesicle with its opaque fluid, mis-
called pus, shrinks to one-half its diameter and be-
comes a thin brown scab, perfectly circular. There
is no stench. The patient is well after the ap-
pearance of the eruption, and insists upon getting
up and having plenty to eat. If the eruption is
copious he looks ill, but he will tell you that he
feels well. The eruption in a few cases affects the
conjunctiva. There is no secondary fever. From
this time on it is simply a matter of scabs drop-
ping off. By the tenth day the patient may be
entirely clear. If the eruption spreads over the
entire body he may not be clear of scabs until
the fourteenth day. In true smallpox the vesicles
appear in place of the papules, and the eruption
spreads gradually over the entire body. The vesi-
cles are umbilicated and multilocular. On the
eighth and ninth days the vesicles become pus-

tular, and each is surrounded with broad, red
bands, or efflorescence ; the features become dis-
torted, there are severe rigors and fever, the origi-
nal Symptoms appear, stench is beginning, etc.
There is great delirium and convulsions in the
young. This is a very critical period.

Tenth to twelfth day : In smallpox pus oozes
and forms scabs, and the stench is particularly
bad.

Seventeenth to twenty-first day: In smallpox
the scabs drop off, leaving red, glistening pits,
which soon become white. Ulcération is deep,
reaching the corium. Ophthalmia is generally
present. Pustules pervade the mouth, larynx,
pharynx and trachea. Petechiœ form on the
lower part of the abdomen and inner aspects of
the thighs on the first and second days, in some
cases.

Papules.— In the modified form papules, when
present, are the same size as in smallpox, perhaps a
little smaller, but fewer in extent. There may be
no papules. Vesicles range in size from the head of

a pin to the size of a split pea. They are not umbili-
cated, and when punctured collapse. The vesicle
is unilocular. Convalescence begins on the appear-
ance of the eruption. The so-called pustule does
not extend into the derma. The epidermis is the
only structure of the skin involved ; hence there
is no pitting. The vaccinated take the disease.
In smallpox the papules are about the size of
No. 4 shot and have a translucent appearance,
encroaching on the entire body, including the
palms and soles. They appear first on the face and
hands. Vesicles are umbilicated and multilocular;
so is the pustule, and neither will collapse in
toto if pricked with a needle.

SMALLPOX-THE OLD AND THE NEW.

Dr. W. L. Beebe of St. Cloud, Minn., read
this paper. He stated that he had been identi-
fied with two epidemics (twenty years apart),
and though they were evidently both species of
smallpox they were very dissimilar in many char-
acteristics, lie thought that many of the recent
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cases had been diagnosticated chickenpox instead
of smallpox.
REMARKS COVERING THE SANITARY FEATURES OF

SMALLPOX.

Dr. Louis Leroy of Nashville, Tenn., pre-
sented this paper. In the event of an outbreak
a competent physician should be placed in charge
and given absolute power to act ; he should com-
municate with boards of health ; there should
be police backing. Daily official reports should be
made to newspapers, stating exact condition of
affairs. Smallpox treatment in private is really a

makeshift. Complete and perfect isolation should
be insisted upon. All articles should be disinfected
in the usual way. Everything possible should be
destroyed by burning after the patients have been
discharged.

In Tennessee this year he had introduced on a

large scale the hypodermic needle as a means of
introducing the vaccine beneath the skin. He
had first used this method in Philadelphia in
1895, using then the aqueous solution; he now
uses the glycerinated lymph. A solid piston hy-
podermic needle is used. The skin is cleansed
in the usual manner, and the needle inserted into
the skin, not through it, and a drop of the lymph
is forced between the epithelial cells and diffuses
at exactly the locality desired. It has many ad-
vantages : in cases of compulsory vaccination it
cannot be washed off ; there is absolute freedom
from infection at the time of vaccination. It is
painless, and no immediate dressing is necessary.
THE DIAGNOSIS OF MILD SMALLPOX, AS IN THE

PRESENT OUTBREAK OF SMALLPOX IN THIS
COUNTRY.

Dr. Heman Spalding of Chicago read this
paper, in which he stated that on Feb. 15, 1899,
smallpox was introduced into Chicago from Cin-
cinnati ; in the seventeen months following there
had been 72 cases of smallpox, 25 of which were
direct importations. For a period of three and
a half months they were entirely free from the
disease. Then there occurred another outbreak.
These two outbreaks gave him an opportunity to
study 310 cases in the Chicago Isolation Hospital.
There was 1 hemorrhagic case (died), 13 conflu-
ent variety (3 deaths), 24 semiconfluent variety
(2 deaths), 54 severe discrete cases (no deaths),
179 mild discrete cases (no deaths), 39 modified
form (no deaths). He thought the term vario-
loid should not be used. Many are under the
impression that varioloid is not smallpox, and
think that if taken to the smallpox hospital while
sick with the former that they are liable to con-

tract the disease. The term he considered to be
a useless one, for smallpox is smallpox, whether
mild or severe. In Chicago they placed all pa-
tients with smallpox, whether hemorrhagic, con-

fluent, or so mild that they would go to work
unless prevented, in the same wards in the hos-
pital ; 271 of these never were vaccinated. None
of those afflicted with the mild form of the disease
contracted smallpox from the severer typical cases

in the wards, where the exposure had been pro-
longed and certain. The mild form of the dis-
ease gives immunity from smallpox, and yet will
transmit typical confluent or hemorrhagic small-
pox, of which statement he had abundant proofin Chicago.
THE DISTINGUISHING CHARACTERISTICS BETWEEN

MILD DISCRETE SMALLPOX AND CHICKENPOX.

Dr. Frederick Leavit of St. Paul read this
paper, in which he made the summary. (See
table.)

VARIOLA.

Dr. H. M. Bracken of St. Paul read this paper.
He stated that in the State of Minnesota there had
been reported 7,211 cases of variola, with 49 re-

ported deaths during the past two and a half years.
He did not think we could be governed in our

diagnosis of all cases in this present epidemic by
the usual textbook descriptions of variola. Typi-
cal prodromal symptoms may be present, but the
rash may vary in degree, in form, in type of prog-
ress and in final disappearance in a way that is
described in but few textbooks. He asked if vac-
cination protected against the disease. Of 662
cases in 244 houses but 10 patients had been suc-

cessfully vaccinated at any time prior to their in-
fection, and of these 10, 30 years had elapsed since
successful vaccination for 2 of them, over 25 years
for 4 of them, 20 years for 1, and 6 years for 1.
The Chicago Board of Health made the following
statement: "Out of a total 171 cases of smallpox
found in Chicago between Nov. 30, 1900, and
April 10, 1901,140 had never been vaccinated. Of
the remaining 31 cases 29 were adults showing
faint, poor or irregular scars, claimed to be evi-
dence of attempted vaccination in infancy or child-
hood— the most recent being 23 years old. Only
2 out of the 171 cases exhibited typical scars of
successful vaccinations." Since vaccination had
been made compulsory in the schools of Chicago
smallpox has disappeared from them. The degree
of immunity depends upon in part, at least, the
intensity of the infection. Marson gives the fol-
lowing death-rate among those who have been
vaccinated: One cicatrix 7.73%; 2 cicatrices
4.7%; 3 cicatrices, 1.95%; 4 or more cicatrices,
.55%.

 -

Recent Literature.

The International Medical Annual. A Year
Book of Treatment and Practitioners' Index.
New York : E. B. Treat & Co. 1901.
This is the nineteenth year of this now well-

known annual. In size, general appearance and
character of contents, it maintains the standard set
by previous editions. The illustrations are ade-
quate and sufficiently numerous for a book of this
sort, and we are particularly glad to note that x-ray
reproductions on thin paper have not again been
attempted.
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